Giant cell tumor, a well-recognized neoplasm of bone, has seldom been described in the female reproductive tract. Osteoclast-like giant cell tumor of the uterus is an unusual entity with a morphologic and immunohistochemical profile similar and nearly indistinguishable from the osseous counterpart. In the uterus, this tumor has mostly been described in association with leiomyosarcomas and has rarely been reported without an associated epithelial or mesenchymal malignancy. We present a case of osteoclast-like giant cell tumor of the uterus in a 72-year-old woman who underwent hysteroscopy and dilation and curettage for a 4.5 mm endometrial polyp. Pre-operative ultrasound demonstrated a 4.8 x 3.8 x 2.7 cm uterus, an endometrial thickness of 1.9 mm and no myometrial pathology. Hysteroscopic examination showed a normal endometrial cavity with a sessile left lateral wall polyp. Histologic examination of the endometrial curetting showed sheets of osteoclast-like giant cells admixed with mononuclear epithelioid cells in a myxoid to eosinophilic background. No cytologic atypia or mitoses were noted. Cellular proliferation index was less than 10% by Ki67 immunohistochemistry. Benign endometrial glands and stroma consistent with endometrial polyp were observed. The tumor cells were positive for vimentin, CD10, and CD68, and negative for cytokeratin AE1/ AE3, CAM5.2, PAX-8, ER, PR, and SMA. A Congo red stain for the presence of amyloid was negative. Discussion of this rare entity is paramount for recognition and classification of these tumors, the latter aiding in appropriate clinical management, as the osseous counterpart is associated with an aggressive clinical behavior and course. Ciliated cysts of the vulva are rare, and their origin is debated within the literature. The theories suggest that these cysts may arise from Müllerian rests, mesonephric rests, metaplasia, or cystic dilation of normal vulvar glands. We present a case of a Bartholin duct cyst with ciliated epithelium. The patient is a 53-yearold postmenopausal woman who presented clinically with a mobile, non-tender, non-indurated left Bartholin duct cyst, located along the posterolateral aspect of the vaginal opening. The cyst and gland were completely excised. The specimen consisted of a 3.4 x 2.8 x 2.5 cm tan-pink, intact, unilocular smooth-walled cyst filled with green-tinged material. Microscopic examination showed a cyst wall predominantly lined by pseudostratified ciliated epithelium with focal squamous epithelium that was surrounded by and connected to acini lined by simple columnar mucinous epithelium. In addition, the cyst was surrounded by a dense chronic inflammatory infiltrate with pigment-laden macrophages. Bartholin duct cysts typically arise after occlusion and subsequent dilatation of the Bartholin duct. These cysts are typically lined by transitional or squamous epithelium and less commonly by low cuboidal mucinous epithelium. These three epithelial linings are native to the Bartholin duct and gland because the normal Bartholin duct and gland is proximally lined by mucinous epithelium, distally lined by transitional epithelium, and lined by squamous epithelium at the vestibular orifice. In our case the Bartholin duct cyst was predominately lined by benign non-native ciliated epithelium and was surrounded by chronic inflammation. These findings suggest that metaplasia is a possible mechanism for the development of ciliated vulvar cysts. 
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Ciliated Vulvar Cyst: Case Report of Metaplastic Origin
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Objectives: Sertoli-Leydig cell tumors (SLCTs) of the ovary are rare sex cord stromal tumors, accounting for less than 0.1% of ovarian tumors. SLCTs typically occur in young women and usually manifest with symptoms related to androgen excess. We present the case of a 75-year-old female patient with a family history of gastrointestinal stromal tumor (GIST) in the brother. Methods: Clinically, she presented with abdominal swelling, weight loss and severe heartburn. Computed tomography revealed a heterogeneously hypoechoic, solid and cystic mass extending from the pelvis to upper abdomen, with a differential diagnosis including, mainly, an ovarian primary and GIST. The patient's serum CA-125 was found to be 342 U/mL (reference range <35 U/mL). The patient underwent exploratory laparotomy, which revealed a 35 cm mass arising from the right ovary and focally adherent to the colon and ileum. Results: Grossly, the mass was received partially ruptured, demonstrating a variegated appearance with tan-yellow solid and cystic cut surface, and areas of necrosis and hemorrhage. Microscopically, the tumor consisted of cellular, © American Society for Clinical Pathology AJCP / Meeting AbstrActs closely intermixed, epithelioid and spindle cell components. The spindle cell areas were edematous, merging within more compact epithelioid component, resulting in a trabecular pattern, with rare scattered eosinophilic cells reminiscent of Leydig cells. Sarcomatoid areas with spindle cell fascicular growth pattern were seen, as well as solid, cellular, epithelioid areas, with high nuclear to cytoplasmic ratio, hyperchromasia, abundant mitoses and necrosis. Heterologous elements were not demonstrated. Immunohistochemically, the cells were variably positive for inhibin, calretinin, WT-1, and Mart-1, weakly positive for ER, and negative for EMA, CD34, CD117, CD10, Desmin, AE1-AE3, and Cyclin-D1. The diagnosis of poorly differentiated SLCT was made. Conclusion: In addition to the fact that ovarian SLCT is extremely rare, our case is peculiar due to its uncommon presentation in an elderly woman with family history of GIST, with non-androgenic clinical manifestations.
Collision Tumor of Endometrial Neuroendocrine Carcinoma and Low-Grade Endometrial Stromal Sarcoma: Case Report and Review of Literature

Glorimar Rivera-Colon, MD, Shuang Niu, MD, PhD, Yan Peng, MD, PhD; University of Texas Southwestern Medical Center, Dallas
Introduction: Neuroendocrine carcinoma (NEC) of the endometrium is an uncommon histologic subtype of endometrial cancer (0.8%). These tumors are highly aggressive with a propensity for metastasis and poor prognosis. They are often combined with other epithelial carcinomas. We report a case of collision tumor with pure endometrial NEC and low-grade endometrial stromal sarcoma (LGESS). Methods: The patient is a 48-year-old woman who presented with a large abdominal mass for several years. An intraoperative consultation diagnosis of the mass revealed a spindle cell neoplasm. She underwent total hysterectomy, bilateral salpingo-oophorectomy and tumor debulking. Results: Microscopic evaluation demonstrated a LGESS with extensive osseous metaplasia penetrated through myometrium and invaded into pelvic/abdominal cavity, forming a 40 cm mass. This diagnosis is supported by diffuse positivity of CD10 and negativity of caldesmon, desmin, cyclin D1, PAX8, and cytokeratins (CKs) in the tumor cells. Incidentally, small foci of highly atypical cells were noted within the endometrium; the cells show enlarged, round, and hyperchromatic nuclei with "salt and pepper" chromatin. They are diffusely positive for CKs, synaptophysin, chromogranin, PAX8, and Ki67, and negative for TTF1, cyclin D1, ER, and PR. Based on the morphology and immunoprofile, a second diagnosis of endometrial NEC, large cell variant was established. The NEC focally invaded myometrium with involvement of endocervix and extensive lymph-vascular invasion. The tumor metastasized to bilateral ovaries. Subsequently, the patient was treated with cisplatin/etoposide chemotherapy and has been doing well. Postoperative imaging studies of abdomen and chest showed no evidence of metastatic disease. Cytogenetic analysis performed on the LGESS showed abnormal female karyotype (45, XX) with multiple structural and numerical abnormalities. Conclusion: This case demonstrates two histologically and immunophenotypically distinct tumor types (endometrial NEC and LGESS) synchronously present in the endometrium, which is extremely rare. To our knowledge, this collision tumor is the first case reported. Here, we present two cases of carcinosarcoma, one from the cervix with both heterologous and homologous mesenchymal components, and the other one from the corpus. Case 1 is a 52-year-old woman presenting with vaginal bleeding and light headedness. Imaging showed a 9.6 x 9.2 cm cervical mass. After six cycles of chemoradiotherapy, she underwent radical hysterectomy, bilateral salpingo-oophorectomy and pelvic lymphadenectomy. Microscopically, the cervical mass revealed a carcinosarcoma consisting of poorly differentiated squamous carcinoma, homologous leiomyosarcoma, and heterologous osteosarcoma and chondrosarcoma. The uterine endometrium was inactive. Case 2 is a 69-year-old woman with postmenopausal bleeding. Imaging showed markedly thickened, hypervascular, and heterogeneous endometrium. She underwent total hysterectomy, bilateral salpingo-oophorectomy and pelvic lymphadenectomy. Microscopically, the uterus showed a carcinosarcoma consisting of uterine serous carcinoma (Grade III) and heterologous rhabdomyosarcoma. There was background of endometrial intraepithelial carcinoma. Carcinosarcomas from the cervix and corpus have different features. Carcinosarcomas from the cervix are usually composed of squamous cell carcinoma
